Severe urinary adverse effects of radiation are seen in 17% of women treated for gynecologic malignancies. This incidence continues to climb through at least 25 years post-radiation. Reconstructive options are fraught with morbidity as surgical repair of vesicovaginal fistula and radiation-induced ureteral stricture are prone to failure due to local effects of radiotherapy. Urinary diversion represents an option for devastated anatomy, though some patients are notably frail. We sought to elucidate the risks of urinary diversion in patients with a history of radiation for gynecologic malignancy.
INTRODUCTION AND OBJECTIVES: Radical cystectomy during multi-visceral resection for locally advanced pelvic malignancy requires urinary diversion. Outcomes with incontinent and continent urinary diversions performed during pelvic exenteration for nonurologic malignancy are not well documented in urologic literature. The aim of the study is to report our experience with urinary reconstruction in this complex operation.
METHODS: A single tertiary-care institution, multi-surgeon, retrospective chart review was performed for patients undergoing urinary diversion as part of pelvic exenteration for non-urologic malignancy between February 1999 and April 2017. Patient demographics, surgical parameters, and complication rates were analyzed and then compared by diversion type. Statistical significance was set at p<0.05.
RESULTS: 57 patients were included with a median age of 56.0 years CONCLUSIONS: This data provides insight into a scarcely reported topic in urologic literature. Diversion type should be individualized, with continent diversions in patients undergoing pelvic exenteration for non-urologic malignancy remaining a feasible option with comparable outcomes to incontinent diversions in appropriately selected patients.
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MP61-18 WHEN ALL ELSE FAILS e A GASTRIC URINARY CONDUIT
Stella Ivaz*, Simon Bugeja, Anastasia Frost, Nikki Jeffrey, Angelica Lomiteng, Mariya Dragova, Daniela E. Andrich, Anthony R Mundy, London, United Kingdom INTRODUCTION AND OBJECTIVES: Most patients who require a supra-vesical urinary diversion can be treated using an ileal conduit. Occasionally, because of more than usually severe intraperitoneal adhesions, or for some other reason, a colon conduit might be more appropriate but there are occasions, typically after surgery and radiotherapy for pelvic cancer in patients who have had a previous pan-procto colectomy for Crohn's disease or ulcerative colitis when neither the colon nor the ileum are available. This describes our experience using a urinary conduit formed from the greater curvature of the stomach. METHODS: We have had 6 patients who have had a previous pan-procto colectomy and ileostomy for Crohn's disease or ulcerative colitis and additional surgery for other complications leading to a very short length of remaining small bowel. All patients had subsequently developed a pelvic malignancy requiring a urinary conduit. In these patients we have formed a conduit by tubularisation of a patch taken from the greater curvature of the stomach based on the gastroepiploic vascular pedicle and carried down into the iliac fossa on the greater omentum. These patients have been followed up from 1 to 20 years.
RESULTS: There have been no significant post-operative complications apart from post-operative ileus and delayed healing of the gastro-ureteric anastomosis in two patients which settled in 6 to 8 weeks in both. There were also no signifncant acid-base or electrolyte disturbances requiring correction.
CONCLUSIONS: A stomach flap should be considered when no other bowel segment is available and when the only alternatives are either permanent indwelling nephrostomies or cutaneous ureterostomies (given that a residual length of normal ureter on each side would require two separate uretorostomies, one for each side.
